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The laudable goal of the American College of Physicians (ACP) is to "eliminate the inequities that exist in compensation and career advancement opportunities and provide a more inclusive environment to realize the full potential of all physicians" (1) . Its position paper is timely and commendable but will not guarantee gender equity. After all, physician pay inequities persist despite 50 years of federal law mandating that men and women receive equal pay for equal work. That said, the importance of ACP's position paper cannot be overstated. It validates the lived experiences of women physicians and legitimizes equity efforts. But culture resists change, and medicine exists in a broader society where stereotypes about men and women are known (even if not personally endorsed): "agentic" for men (for example, strong, independent, and commanding) and "communal" for women (for example, nurturing, supportive, and modest). Without intent and despite disconfirming data, gender stereotypes influence patients' assessments of physicians; students' ratings of teachers; and decisions about who to admit, mentor, hire, reward, or fund. Stereotypes also affect individual men and women as they decide where they "fit" in the physician workforce. Drawn from research, the Figure lists how gender stereotypes threaten the realization of ACP's goal and suggests strategies to combat their influence.
Exposure to any identity cue (such as gender, skin color, age, names, images, or words) brings to mind all aspects of a group stereotype and can distort information processing. This explains why judges heard music played by women and men differently during orchestra auditions until a curtain obscured the musicians' identities, and why students listening to the same recording heard more accented English when viewing a picture of an Asian versus a white "speaker."
The conflation of gender and status reinforces the status quo: Men and roles predominantly held by men (male-typed) are assumed to require agentic behaviors and imbued with higher status than women and roles predominantly held by women (female-typed), which are assumed to require communal behaviors. The higher status of white skin further disadvantages women of color. Physician, scientist, and leader are male-typed roles in which men implicitly "fit" better than women. A systematic review of randomized controlled studies of gender bias in hiring confirmed that both men and women rate male applicants more positively and worthy of higher salaries than female applicants with identical credentials (2) . The alignment of gender and status can also be seen in the dramatic sex segregation among internal medicine subspecialties. ACP highlights the value of women physicians, but implicit assumptions about men's greater competence in male-typed roles may undermine medicine's ability to fully capitalize on women physicians' most innovative contributions. In group problem-solving exercises, a woman's correct solution is ignored if it deviates from the incorrect group norm, and this difference is taken as confirmation of her lesser ability (3).
Even with transparency in physician compensation, salary inequities arise from differential status in activities where women or men predominate (such as education or research, respectively) and from gender bias proximal to salary-determining metrics. For example, women are less successful than men in renewing R01 grants from the National Institutes of Health (4). Do more women than men propose ideas outside mainstream thinking, and do these women engender negative reviews by confirming implicit assumptions of lesser competence? Or are experienced female investigators disadvantaged by the compounded lack of fit in 2 male-typed roles, scientist and leader? Whatever the cause, gender asymmetries in pay and career opportunities ensue. Examining practices at institutions with salary equity would be worthwhile (5) .
To avoid counterproductive advice, leadership training programs must consider research on gender, including the negative consequences of violating prescriptive boundaries of gender stereotypes. Research confirms that male and female leaders do not differ in effectiveness, yet it indicates greater dislike of women in power and penalties for women who negotiate. The prescriptive nature of gender norms also impedes men's access to flexible leave policies. In 1 study, men who requested leave to care for a child with leukemia or a mother with dementia were viewed as poor workers compared with men who did not request leave and were less likely to be recommended for leadership roles, promotion, or salary raises and more likely to be penalized with salary reduction, demotion, or termination (6) . Unfortunately, such social censure for men guarantees the near-exclusive use of flexible leave policies by women, simultaneously depriving men of needed support and affirming women's deviation from high-status male norms.
ACP's statement may have unintended negative consequences simply by declaring its commitment to equity-this phenomenon is called the "illusion of fairness," the "paradox of meritocracy," or "moral licensing" (7) . Research finds that those who evaluate an organization proclaiming its commitment to diversity and fairness consistently do not recognize overt gender and race discrimination and that persons who view themselves as objective, nonsexist, or nonracist provide the most biased judgments. In addition, if ACP's statement spawns interventions interpreted as externally imposed, they can incite hostility toward the perceived source of pressure (that is, women). To avoid these dangers, interventions should include aspirational rather than declarative messaging (for example, "we are all working hard to achieve gender equity") and foster internal motivation (such as "gender equity is good for me and my department") (7) .
Implicit bias training is important, but content must be carefully considered and outcomes measured. Approaches that only increase awareness can backfire. Only 2 controlled studies of implicit bias training of medical school faculty successfully produced long-term individual and institutional outcomes; both incorporated bias literacy and encouraged motivation and selfefficacy to practice specific bias-reducing strategies (8, 9) . Congruent with ACP's recommendations, this approach fostered a more inclusive environment (9) and led to the hiring of more women faculty (8, 10) .
The Surgeon General's 1964 report on smoking launched efforts toward the cultural transformation from smoking to nonsmoking norms. Like that report, the ACP statement is profound and paradigm-shifting. It should similarly launch the long-term, multilevel, theoretically derived, evidence-based, and relentless efforts required for cultural transformation. Despite good intentions, stereotype-based bias is insidious and will operate EDITORIAL ACP Is Working Hard to Achieve Gender Equity, and Everyone Will Benefit
